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Editorial 


With this issue the Bulletin assumes a fresh garb and 
sets out on its newly defined mission. 

After considerable deliberation and discussion, the 
§ Governing Board decided that the Scientific Proceedings 
of the Annual Meeting of the Society should be pub- 
lished in an established medical journal in order to in- 
sure wide distribution as well as appropriate indexing of 
the material presented. Aside from the obvious advan- 
tages that this step affords, the assurance of publication 
in a leading medical journal should make participation 
in the program of the meeting even more attractive. 
Accordingly, arrangements have now been made for the 
Scientific Proceedings of the Annual Meeting, commenc- 
ing with that of May 1957, to be published in its en- 
tirety as a special section in the journal GASTROEN- 
TEROLOGY. All other material of interest to the 
members of the American Gastroscopic Society will 
be published in the Bulletin. 


This issue of the Bulletin is the first conforming 
with the new policy. Although its final physical form 
has not been cast as of the time of this writing, the 
Editor has under his consideration several proposed 
changes in appearance and format. The Board is cer- 
tain that those he elects to effect will result in a pub- 
lication that will be eminently pleasing. 

Comment and suggestions from members of the Society 
are not only invited but earnestly solicited. Indeed, it 
is hoped that these will justify establishment of a 
separate section in the Bulletin for the express purpose 
of reproducing the comments that are volunteered. 

This is YOUR Bulletin. Please help make it what 
you wish it to be. 

J. Edward Berk, M.D. 
Chairman, Editorial Board 


The President's Column 


REMARKS OF THE PRESIDENT: 


Prepared for the Meeting of the American Gastroscopic 
Society at Colorado Springs, May 16, 1957 


Gentlemen of The Society and Guests: 


My remarks to you today may be divided into two 
parts: The first will be a little “‘sermon-story” and the 
second will be a word of advice concerning our publica- 
tion. 

“Societies, like men, cannot be measured entirely by 
their activities. What its members are, and what they 
stand for, may be as important as what they accomplish.” 
I don’t know the source of that quotation but I think 
that it is very appropriate for The American Gastroscopic. 
It was the peroration of some comments which I made 
in November of 1941 when I opened a general discussion 
at the meeting at which this organization was founded. 

How well I recall that cold Sunday in November al- 
Most sixteen years ago! Approximately eighteen of us 
eatly disciples of gastroscopy (all of amateur status, 
gastroscopically speaking; except Dr. Schindler and Dr. 
Benedict) gathered in an upper room (Dr. Schindler's 
apartment) in Chicago. We had been asked to come 
there to decide whether or not an organization of gas- 
troscopists should be formed and, should the answer be 
in the affirmative, to start one on its way. I spoke in 
favor of such an organization, as did most of those 
present. Dr. Benedict had been assigned the role of the 
villain and he dissented from the general trend of talk 
very ably. I remember that he stated his case well as an 
advocate at the bar might do. But I think that he was 
quietly glad that his negative arguments did not prevail. 
Certainly no one has worked harder for our organization 
than has Dr. Benedict. The American Gastroscopic Club 
Was the result of our afternoon’s work. The next morning 
Dr. Schindler put on a clinic in gastroscopy for us and 
we departed in the afternoon for Boston, Jacksonville, 
Minneapolis, New York, San Francisco, Portland, St. 
Louis, Rochester, Cleveland, Cincinnati, Washington 
aad Baltimore. We were full of enthusiasm for the 
Sastroscopic method and one might say that we were 


apostles sent out from that upper room to spread the 
gospel. 

Some of you men who are here today attended our 
first scientific meeting in the Sun Room of. The Claridge 
Hotel in Atlantic City in June of the following year 
(1942). Dr. Schindler, the Club’s first president, presided 
and we had a morning and an afternoon session. 1 
talked briefly about “The Gastroscopic Findings in Chole- 
cystectomized Patients,’ a subject which Dr. Schindler 
had assigned to me. (In those days he was needling us 
more than he does now—or perhaps he presently may 
be sparing us oldsters and working among our younger 
men who are certainly more pliable and eager.) There 
was a battery of papers on gastritis with Dr. Schindler, 
Dr. Barnett. Dr. Benedict, Dr. Eusterman and Dr. Sey- 
mour Gray bombarding a capacity audience in the morn- 
ing. After luncheon the military took over and there were 
three papers on the use of gastroscopy among soldiers 
with upper abdominal complaints. Colonel John L. Kan- 
tor, Captain Rubin Gold and Lieutenant Frank McGlone 
read papers. Lastly there was a general discussion of 
gastroscopic problems which was opened by Dr. James 

Carey. 

Our Club grew rapidly in the 1940’s. Our programmes 
were filled with discussions and we more than complied 
with that part of our constitutional objective which 
stated that we were “to exchange experiences with the 
gastroscopic method.” A member would arise to ask a 
question. And, as in a school room, a number of others 
would be on their feet to give separate replies to it. 
The president would have difficulty in keeping order and 
before long someone would be speaking for or against 
a reply to the original question rather than to the ques- 
tion itself. Gastroscopy was new, the Club. was new 
and no one knew what might come up at a session. The 
scientific meetings were very well attended and they 
were most enlightening. 

Indeed, things went so well in the Club’s earlier years 
that its officers proposed to dignify it by changing its 
name to The American Gastroscopic Society. I, who had 
loved the close associations and the unparliamentary 
give-and-take, feared that we would become too large and 
formal. I became the Judas of the original eighteen apos- 
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tles when I voted against the change of name. I must 
have been wrong for mine was the only vote against the 
canonization; we became a Society. 


As a larger and more dignified group, we have done 
well, though I still wish that we were a club! I continue 
to feel the old comradeship of earlier years and I enjoy 
our cocktail parties and ee as much, or more, as 
our scientific sessions. (Do I hear any ‘“Amens” from 
you?) I have served as an officer of, our Society for 
five years and I think that I know it quite well. I can’t 
retire to the obscurity of your Governing Board without 
reminiscing as I've done and without remarking about 
your unusual devotion to this organization. I've been 
impressed year after year by the attendance of the mem- 
bers of your Governing Board at that Board’s semi- 
annual meetings. Rarely is anyone absent. The officers 
and the governors of our Society come long distances 
at considerable expense to themselves to transact our 
business affairs in a single evening. And the members 
of your Committee on Admissions and on your Bulletin’s 
staff give a great deal of time to their work. This is no 
Little Boy’s Club or these members would not take their 
duties so seriously. They want to keep our Society going 
well. Take my word for it, as well as that of your Audit- 
ing Committee, the “‘gastroscopists’ union,” is very un- 
like teamsters; in our organization the officers really 
work for the members. The attendance at our meetings 
has continued to be very gratifying to us all. None of 
you who attended the day and a half of sessions in Chi- 
cago in June of '56 will say that our Society has nothing 
to offer! And so I end my sermonizing. 

May I now assume the role of advisor? When I took 
over the duties of this Society's presidency last June, the 
retiring executive, Dr. Donovan Browne, passed the ball 
to me in the declaration which he made to the Governing 
Board and before the Society at the Chicago meeting 
when he said that The Bulletin must be improved. Per- 


haps you recall that in 1956 only one issue appe 
Dr. Browne and the Governing Board mapped the 5 
by having a Committee appoint an Editorial Board 


help Dr. Sexton get more material for our publicatig C 
Such a Board has been appointed and two rather gomm Julin 
issues of The Bulletin have appeared. Dr. Sexton i Preset 
pointed out that in two issues there has been matei en 
enough for three when past Bulletins have been comm - 
pared with those of this administrative year. The fag From 
torial Board has been of the greatest use to Dr. Sexti Alt 
and to us all. topica 
I think that most of the papers presented at more 
scientific sessions are good enough for publication if@§ the 1a 
widely circulating journal, the contents of which anestk 
listed in the cumulative indices. Thus our proceeding matel: 
will be made more easily available to physicians aM@— in nu 
surgeons who are interested in. peroral endoscopy. q iit wa 
In 1956 The American Journal of Digestive Dise that 1 
offered to publish the papers which are read at omm opera 
meetings and discussions of those papers as a Sectiong tories 
of that Journal, Furthermore, they would do that withg vailz 
out charge to us. Feeling that we wanted to try to comg 1. It 
tinue our publication with the improvements which they studi 
new Editorial Board might bring, your Governing Be that | 
declined the Journal's offer. How I hope that you rabbi 
reopen negotiations with a journal which covers fey use ' 
field of gastroenterology for the publication of our pie Fu 
ceedings. tevea 
Such is my suggestion, gentlemen, and I urge youl prob: 
Governing Board to consider it well. I may be w It ha 
as I was when I wanted our club-status to be contingaiy ‘@Us¢ 
But we'll see! er 
Thank you all for your help in the past year! ho 
special thanks to the Editor of The Bulletin and toi§ 1). 


Editorial Board! 
John Tilden Howard. 
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Articles and Reviews 


A NEW TOPICAL ANESTHETIC FOR 
GASTROSCOPY: PRELIMINARY REPORT 


Julius Wenger, M.D., and Howard F, Raskin, M.D. 


Presented at the Annual Scientific Session of the American 
_Gastroscopic Society, June 10, 1956, Chicago, IIl. 


From the Department of Medicine, University of Chicago 


Although tetracaine (Pontocaine) has been used for 
topical anesthesia at the University of Chicago Clinics for 
more than twenty years, it is still not the ideal agent. In 
the last ten year period, there has been one death from 
anesthesia due to tetracaine in the course of approxi- 
mately 3,000 gastroscopic examinations. Though small 
in number, this is still too high for a diagnostic method. 
It was because of the availability of a new topical agent 
that we undertook the present study. With the kind co- 
operation off Dr. John Schmidt of the Abbott Labora- 
tories, parabutoxate hydrochloride (LA- -674) was made 
available to us. The chemical structure is shown in Fig. 
1. It is similar in many ways to tetracaine. Pharmacologic 
studies conducted at the Abbott Laboratories revealed 
that this agent was more potent than tetracaine on the 
rabbit cornea. Its recommended concentration for topical 
use was 2%, as is that of tetracaine. 

Further studies with this new compound in animals 
revealed that it is definitely less toxic than tetracaine, 
probably due to a more rapid process of detoxification. 
It has been shown previously that most anesthetic agents 
cause death in animals by their effect on the central 
nervous system after absorption; hence, a compound 
which is detoxified more rapidly would be of theoretical 
advantage in human use. 

Using the standard premedication with a barbiturate, 
morphine sulfate or Demerol, and atropine sulfate, 102 
consecutive gastroscopic examinations were conducted 
in 93 patients. The double-blind procedure was employed 
so that the gastroscopist did not know which compound 
was used. Evaluation of the effectiveness of tetracaine 
or patabutoxate was made without knowledge of the 
agent employed. 


TABLE 1 
Topical Effectiveness in 93 Patients 


Pontocaine Parabutoxate 
No. Examinations 51 
Drug Concentrations 2% 
Dose 4-5 cc 


Added Epinephrine 1-1000 5 drops 


Pontocaine Parabutoxate 


Onset Anesthesia prompt 5; prompt 
Good Anesthesia 49 
Poor Anesthesia 2 
Side Effects none 
“Bitter Taste” 2 
Reactions none 


Conclusion: The two ‘drugs were indistinguishable in 


effectiveness. 


Figure 1 


PARABUTOXATE 
(LA-674) 


OC,He 


PONTOCAINE 
(TETRACAINE) 


NH 


COOCH:CH:N(CHs) » 


COOCH:CH:N (CHs) , 


Table I shows the results) Our preliminary conclusion 
was that the two compounds, were indistinguishable in 
effectiveness. The evaluation of\toxicity in humans will, 
of course, require a much larger series. However, if 
pharmacologic studies are an indication, this should 
be a safer compound to use for topical anesthesia, 

Abbott Laboratories has decided that this compound 
will not be released for general use at present. We do 
not pretend that this is the ideal topical anesthetic; 
however, we feel that further cooperation between phar- 
macologists and gastroscopists will eventually find a safer 
and more effective compound. The double-blind pro- 
cedure should be used in evaluating new topical anesthet- 
ics until the optimum one is found. 


References 


1. Adriani, J., and Campbell, D.: Fatalities Follow- 
ing Topical Application of Local Anesthetics to 
Mucous Membranes. J.A.M.A. 162:1527, 1956. 
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Gastroscopic Observation in a Case of 
Primary Amyloidosis 


ROBERT A. MCNAUGHTON, M_D., and 
JOHN M. RUMBALL, M.D. 


From the Veterans Administration Hospital, 
Coral Gables, Florida 


There has been some interest shown in the last few 
years in primary amyloidosis involving the stomach. 
The clinical findings have been described and the x-ray 
findings are noted (1, 2, 3). We were unable to find a 
report of! the gastroscopic findings of a patient who had 
amyloid involvement of the stomach. 

The following case of primary amyloidosis was gas- 
troscoped and amyloid infiltration of the stomach was 
proven by gastroscopic biopsy. 


Case History 


This was a 60 year old, retired Subway motorman, who 
was first seen January 29, 1956. At that time, he com- 
plained primarily of severe upper abdominal pain, which 
was relieved by milk or antacid. He gave a history of 
having had intermittent abdominal discomfort for 8 or 
9 years, which had been previously diagnosed as a 
nervous stomach. Three years previously he had an 
attack of severe anterior chest pain and the diagnosis 
of myocardial infarction was made. This was confirmed 
by subsequent electrocardiograms. In April 1955, he was 
hospitalized because of acute lobar pneumonia. 

Gastrointestinal examination, done during the hos- 
pitalization, was said to be completely normal. In Oc- 
tober 1955, he began to develop severe persistent upper 
abdominal discomfort of the same nature as that which 
caused his present admission. A weight loss of about 
12 pounds occurred during the fall of 1955. Extensive 
examination was done during hospitalization elsewhere. 


Figure I 
Paper electrophoresis of the serum and the urine for 
albumin and globulin, above which the scanning graph 
of the electrophoresis strips illustrates the low albumin 
and elevated globulins. 


Case Reports 


spray ¢ 
It was noted that his blood pressure was 190/100. 20 x. 


had collateral venous distention over the right anterig 


thorax, cardiac enlargement and hepatic enlargememim was in 
with the liver extending 4 cms. below the costal margigl pylorus 
Occasional edema of the legs was recorded. Urine @— migrati 
amination revealed 4 plus albumin with a normal spe The m 
cific gravity. He had persistent leukocytosis with a norm comple 


differential. Serum protein was slightly lowered. Them 
was persistent occult blood in his stool. Blood 
nitrogen was normal and cholesterol was slightly elevate 
Tests at that time for Bence-Jones proteins were negp 


prepylo 
the gre 
of a no 


howeve 
tive. A gastrointestinal series and barium enema w reveale 
reported to bé completely normal except for a smal 
hiatus hernia. . 

The patient came to Florida for his health. His symp 
toms continued to progress and he again sought media Defi 
attention because of the upper abdominal discomfort 4 stomac 
some edema of the lower extremities. "FB scopic 
On hospitalization he had moderate ankle edema and§ not be 
a markedly enlarged liver, occupying most of the right§ examir 
upper quadrant of the abdomen. The spleen was notg ever, ¢ 
palpable. His hemoglobin was 10.9 gms.; hematoctit§ amyloi 
37%; leukocyte count normal with a normal differentiale§ infiltra 
sedimentation rate 34 mm/hr. (corrected). Fasting§ ing de 
blood sugar, blood urea nitrogen, serum chlorides, potas 
sium and sodium were normal. Total serum protein was 
5.9 gm. percent with 2.7 gm. albumin and 3.2 gm 
globulin. Serum alkaline phosphatase was 35.6. Bodate 1. ] 
sky units. Thymol turbidity was 1 unit. Serum calcium | 
phosphorus and amylase were normal. Bromsulphalem ( 
revealed 11% of the dye retained after 45 minute, 2. ( 
Urinalysis showed 4 plus albumin. Serum protein ele : 
trophoresis revealed a decrease in the albumin fraction | 
and an increase in the gamma and betas globulin frat 
tion (Fig. I). Congo red test revealed 100% retention 3. | 
of the dye at the end of one hour. X-ray of the chest | 
on admission revealed bilateral pleural effusion. This 
cleared during hospitalization. An upper gastrointestinal 
X-ray examination was reported as completely normal 
except for a small hiatus hernia. 
A needle biopsy of the liver was done and amyloid was 
demonstrated in the liver tissue, establishing the diag 
nosis of amyloidosis. 
Gastroscopy was performed after the patient was preg © ’°” 
pared with Demoral, atropine and Pontocaine locally, by Th 
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Gastric mucosal biopsy with cresol violet stain. ThE the 


glandular elements are filled with amyloid (dark stain) 
ing) and the stroma shows a marked fibrosis. 
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spray and pharyngeal tube. The Ewald tube drained 
20 cc. of gastric juice, which gave a positive test for 
free hydrochloric acid. The Benedict biopsy gastroscope 
was introduced to full depth without difficulty. The 
pylorus could be well visualized with contraction waves 
migrating through it and appeared within normal limits. 
The mucosa in the body of the antrum also appeared 
completely normal. Three biopsies were taken, in the 
prepyloric area, in the antrum, and from the rugae of 
the greater curvature. Gastroscopic impression was that 
of a normal-appearing stomach. The gastroscopic biopsies, 
however, stained with special cresol violet amyloid stain, 
revealed amyloidosis of the stomach (Fig. II). 


Comment 


Definite amyloid infiltration into the wall of the 
stomach in the above case was confirmed by gastro- 
scopic biopsy. The diagnosis of this infiltration could 
not be made by gastroscopic observation or by x-ray 
examination of the stomach. Gastroscopic biopsies, how- 
ever, confirmed the opinion that the man had generalized 
amyloidosis. It would appear from this case that amyloid 
infiltration in the stomach may be present without caus- 
ing demonstrable lesions, either by x-ray or gastroscopy. 


References 
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Gastric Lipoma 
EDWARD J. LEFEBER, M.D. 
From the University of Texas Medical Branch Hospitals 


The incidence of benign gastric tumors in patients ex- 
amined with the gastroscope is said to range from 1.5 
to 2.0 per cent (20). One of the less common types of 
these lesions is lipoma. Palmer (15) compiled the litera- 
ture up to the year 1950. There were published reports 
which described 103 cases of benign fatty tumors of the 
stomach. Ninety-five of these were uncomplicated gastric 
lipoma. Gastroscopic examination was reported in 3 of 
these cases, but the tumor was not seen. 

Subsequent to Palmer's study and to the year 1957, 21 
additional cases of gastric lipoma have been found in 
the literature, (1, 2, 4-6, 8-11, 13, 16-18, 21-24). Two 

these cases were examined gastroscopically and in both 
cases the tumor was seen. In the first case (22), a large, 
globular, smooth mass with an irregular ulceration was 
seen, The mucosa appeared to be hyperemic but his- 
tological examination of a biopsy specimen obtained with 
the gastroscope was found to be normal. The second case, 
in which the gastroscopic examination was carried out by 
the author, was reported as Case 8 in a study of the 
radiologic features of benign tumors of the stomach and 
duodenum by R. N. Cooley and V. A. Stembridge (5) of 
the Departments of Radiology and Pathology of the Uni- 
versity of Texas Medical Branch. It is the only one of 4 
benign submucosa! gastric tumors that have occurred in 
1383 gastroscopic examinations done at the Medical 
Branch Hospitals since 1940 in which the histological 
ype of tumor was determined by microscopic section. ~ 


Case History 


A 55 year old, white, married woman came to the 
Out-Patient Clinics, University of Texas Medical Branch 
Hospitals, complaining that for the past 10 to 12 years 
she had continuous severe pain in the right maxillary 
region associated with a dull pain extending behind the 
right eyebali into the frontal area. Polyps had been 
removed from the right antrum on two different occa- 
sions, 7 and 8 years previously. A radical maxillary sinus- 
otomy had been done 3 years prior to admission in an 
effort to relieve her symptoms. Other surgical operations 
in the past were a cholecystectomy and appendectomy at 
the age of 25 years and a laparotomy at the age of 51 
years for correction of adhesions. After thorough ex- 
amination by the Departments of Otolaryngology and 
Neurosurgery, respectively, a diagnosis of osteitis of right 
antrum was established. Treatment consisted of surgical 
closure of the right nasoantral window. She was dis- 
charged home symptom-free. 

The patient returned to the clinic 9 months after the 
first admission. She stated that the pain in the right 
side of the face recurred a few months after she returned 
home and was now accompanied by a slushing sound 
synchronous with her heart beat. She complained of 
inability to sleep at night, a constant sensation of cold- 
ness, and constipation relieved only by laxatives or 


Figure 1 


The radiolucent tumor is seen in the anterior wall of the 

stomach. (Photograph by courtesy of Dr. R. N. Cooley, 

University of Texas Medical Branch and by permission 

of the copyright owners, The Texas State Journal of 
Medicine) 
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enemas. She stated that purgation would ease her head- 
aches. During the past 3 months there had been a steady 
loss of appetite and a weight loss of 15 pounds. No other 
gastro-intestinal symptoms could be elicited. The pulse 
rate was 78 per minute. The blood pressure was 118/76. 
Except for obesity and pain on digital rectal examina- 
tion, physical examination was essentially within normal 
limits. At proctoscopic examination, a small anal ulcer, a 
spastic anal sphincter and a fecal impaction were found. 

Routine urinalysis and blood count were within normal 
limits. The blood serology was negative. A stool specimen 
tested slightly positive for occult blood but contained no 
demonstrable ova or parasites. Analysis of the gastric 
juice, using a 7 per cent alcohol test meal, showed no 
free acid in the fasting specimen with a maximum of 70 
meq/L of free acid and 100 meq/L of total acid after 
stimulation, The total serum protein was 6.3 gm. per 
cent; serum albumin was 4.4 gm. per cent; serum glo- 
bulin was 1.9 gm. per cent. Cephalincholesterol floccula- 
tion test was 1 plus in 24 hours and 48 hours, respec- 
tively. An electroencephalogram was reported as normal. 
The electrocardiogram was within normal limits. 

The lung fields were clear but there was evidence 
of aortic atherosclerosis in the chest x-ray. The dorsum 


sellae was considerably decalcified but otherwise the . 


skull x-ray appeared normal. The esophagus apppeared 
normal during the examination of the upper gastro- 
intestinal tract with a barium meal. A filling defect 
which was oblong in shape and which measured ap- 
proximately 3.0 x 4.0 cm. was observed at the distal end 
of the stomach (Figure 1.). This mass appeared to be 
within the wall of the stomach. Except for a small 
diverticulum of the second portion, the duodenum ap- 
peared normal. A barium enema study of the colon 
demonstrated multiple diverticula of the sigmoid and de- 
scending portions of the colon. 

Gastroscopy was done the 24th day after admission. 
The pylorus was not seen. The remainder of the antrum 
appeared normal. At the level of the angularis, on the 
greater curvature, a large polypoid tumor was observed. 
A shallow superficial central ulceration was seen, Jther- 
wise, the tumor had a smooth mucosal surface. Mucosal 
folds formed bridges over the recession separating the 
tumor from the surrounding gastric mucosa. These faded 
into the mucosal surface of the tumor. The mucosa 
adjacent to the tumor appeared normal. The tumor was 


believed to be submucosal. The body, fundus, and cardia . 


appeared normal. The gastroscopic diagnosis was ‘‘Sub- 
mucosal gastric tumor. Leiomyoma? Fibroma? Probably 
benign’. Surgical excision of this tumor was recom- 
mended. 

Because of this patient's many unexplained somatic 
complaints, she was studied in the Neuropsychiatry 
Clinic. An opinion was given that while her complaints 
might be on the basis of an anxiety state, the mass in 
the stomach should be investigated further to rule out 
malignancy before furtheg psychiatric studies were done. 

She was then admitted to the Surgical Service of the 
University of Texas Medical Branch Hospital. On the 
13th hospital day, a laparotomy was performed. A tumor, 
approximately 3.0 cm. in diameter, was located approxi- 
mately at the junction of the body of the stomach with 
the antrum. The free movement of the tumor within 
the lumen of the stomach suggested a polyp. When the 
anterior wall of the stomach was opened longitudinally, 
between the lesser and greater curvatures, the tumor was 
found to be intramural. It was shelled out by blunt dis- 
section. Frozen section examination confirmed the gross 
impression of a fatty tumor. Postoperative recovery was 
uneventful and the patient was discharged on the eighth 
postoperative day. She was seen one month later, at which 


time her appetite had improved, she had gained weigh 
and her headaches were less severe. 3 

The pathologist described the specimen as a well e& 
capsulated, soft tumor which measured 3.5 x 2.5 x 1.4 a 
The cut surface had a light yellow, homogeneous apg ma! 


pearance. The tumor was composed of mature fat celyl cep 
which showed no evidence of malignancy (Figure 2). are 
unc 

Comment 

Among 71 benign tumors of the stomach recorded if yr 
the combined files of the Department of Pathology, Ung tom 
versity of Texas Medical Branch Hospitals, 3 lipom of 
are listed, an incidence in this series of 4.2 per cent (5), dys 
Palmer (15) reports an incidence of 6.3 per cent of fatty ma’ 
lesions in 317 benign nonepithelial gastric tumors 


piled from the literature. Thirty-two or 3.4 per cent of 
931 cases of benign tumors of the stomach collected taf 
from the literature by Minnes and Geschickter (12) were 
gastric lipomas. The incidence reported by Eliason = I 
Wright (7) is 4.7 per cent in a series of 610 publis 

cases. In Thompson and Oyster’s (23) series of 94 fea 
benign ectodermal and mesenchymal gastric tumors cokg 8° 
lected at a single hospital, there is one lipoma (1.1 pepg 8" 


cent). 

Gastric lipoma is found more commonly in middle| to. 
aged or elderly people. It occurs in either sex with theB no: 
same frequency. get 


In the stomach, lipoma is a well encapsulated lesion of 
which lies either in the submucous or subserous layers § ges 


Figure 2 


Microscopic section of gastric lipoma demonstrating mia 
ture fat cells. 
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It may be sessile or pedunculated. The form is round, 
ovoid or lobulated. The tumor may be single or multi- 
ple. The size is variable but a majority are hazel nut 
to walnut in size (7, 23). While submucous lipoma 
may be found in all regions of the stomach with the ex- 
ception of the pylorus or cardia, the largest number 
are found in the antrum (15). Central ulceration is not 
uncommon. Degenerative changes occur but rarely (3). 

Clinically, two-thirds of gastric lipomas (23) are 
asymptomatic. When symptoms are present, they are not 
unlike those common to all benign gastric tumors. Symp- 
toms of massive gastric hemorrhage, of chronic anemia, 
of obstruction (usually intermittent) at the pylorus, of 
dyspepsia or, rarely, of intussusception of the stomach 
may present themselves. The symptomatology may stim- 
ulate that of psychoneurosis, such as occurred in the 
present case. Physical examination usually discloses little 
information of diagnostic value. 

Preoperative diagnosis of gastric lipoma must neces- 
sarily depend upon the roentgenologic and gastroscopic 
features of the tumor. Peabody and Ziskind (16) sug- 
gest that extreme obesity of a patient in whom a benign 
gastric tumor can be demonstrated by roentgenologic 
or gastroscopic methods should suggest the possible oc- 
currence of lipoma. These same authors believe that gas- 
troscopy is of no particular value in the diagnosis of 
nonepithelial benign gastric tumors and that the roent- 
genologic features are more reliable in the differentiation 
of a benign from malignant tumor. Skomeck (22) sug- 
gests that the roentgenological characteristic of radio- 
lucency makes possible the recognition of a fatty tumor. 
Cooley and Stembridge (5) doubt that a differentiation 
from leiomyoma can be made on this basis alone. Moore 
(14) has listed the radiologic features of a benign gas- 
tric tumor. Culver and Dabrak (6) stress that in the 
absence of a demonstrable pedicle, a lesion which, on 
roentgenoscopic examination simulates a pedunculated 
polyp, should be considered a lipoma. While the roent- 
genologist is able to ascertain that a gastric tumor is 
benign and intramural in position and perhaps, if radio- 
lucency is present, of a cystic or fatty nature, he cannot 
with any degree of reliability differentiate between a 
mucous, submucous or subserous position of the tumor. 

Gastroscopy has been acclaimed as a better means 

roentgenologic examination of recognizing intragas- 
tric tumor as a benign lesion (2, 23). Some (16) ex- 
press little enthusiasm for the procedure of gastroscopy 
in the diagnosis of submucous gastric lipoma. The value 
of gastroscopy in the present case was twofold. First, the 
tumor was established as a submucous intragastric one, 
thus more accurately localizing the tumor and con- 
firming the roentgenologist’s impression that the lesion 
was intramural. Second, the benign character of the lesion 
was correctly diagnosed by the gastroscopist. The gas- 
troscopic features of a benign submucous gastric tumor 
were first described by Schindler, Sandweiss, and Mintz 
(20). These are: (1) “bridging folds” which cross the 
recession surrounding the tumor and spread over it; 
(2) the sharp limitation of the lesion from the sur- 
rounding mucosa; and (3) the smooth surface of the 
lesion. Superficial ulceration not infrequently occurs. 

The inability to provide a histologic diagnosis from 
the gross appearance as seen through the gastroscope, 
especially where the lesion is submucosal, is well rec- 
ognized. Careful review of the 2 published reports of 
gastroscopic examinations in known cases of submucous 
lipoma disclosed no gross feature by which a preopera- 
tive diagnosis of lipoma might be made. Biopsy of 
the mucosa at time of gastroscopy will strengthen the gas- 
troscopic impression of a submucous tumor and might 
disclose maglignant degeneration if mucosal invasion 
were present. 


A presumptive preoperative diagnosis of submucous 
gastric lipoma theoretically may be established if the 
following are present: 


1. An extremely obese male or female of middle age 
or older. 

2. Symptoms of hemorrhage, dyspepsia, or pyloric ob- 
struction. 

3. Roentgenologic features characteristic of an intra- 
gastric, intramural, radiolucent, benign tumor in 
the antrum. 

4. Gastroscopic features of a benign submucous tumor 
with or without superficial or deep ulceration. 

5. Normal mucosa on microscopic section of. biopsy 
specimen, 


Since submucous gastric benign tumors tend to ulcerate 
and cause hemorrhage varying in magnitude, and since 
the benign or malignant character of this type of tumor 
cannot be ascertained by either roentgenologic or gas- 
troscopic examination, surgery is mandatory. Usually a 
simple wedge resection or enucleation of the encap- 
sulated fatty tumor suffices. More radical resection of the 
stomach may be necessary in a few instances, depending 
upon the size of the tumor and its location. 


SUMMARY 


A case report of a 55 year old white woman with a 
submucous gastric lipoma is presented. The roentgeno- 
logic and gastroscopic feature of submucous lipoma are 
analyzed. A compilation of the literature published since 
1950 is presented. The incidence, morphology, clinical 
features, diagnosis, and therapy of gastric lipoma are 
briefly reviewed. 
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Gastric and Duodenal Hyperplasia 
In a Case of Islet Cell Carcinoma 
With Multiple Jejunal Ulceration 

RUDOLF SCHINDLER, M.D. 


The case to be reported deserves consideration because 
of its rarity and because of the unusual gastroscopic find- 
ings. The relationship between islet cell tumor of the 
pancreas and peptic ulceration of the jejunum was first 
described by R. M. Zollinger and E. H. Ellison in the 
Annals of Surgery, 142:709, 1955. However, no men- 
tion was made concerning hyperplasia of the gastric 
mucosa. This seems to be a new observation. 

The patient was treated in the last months of his 
life by physicians of the Santa Barbara Cottage Hos- 
pital in Santa Barbara. He was seen by me on Septem- 
ber 22, 1954; and om October 1, 1954, I examined his 
stomach with the gastroscope. 


The patient stated that he had had several attacks of 
diarrhea starting in 1950. During one of these attacks 
he had extremely severe abdominal pain with constant 
vomiting, and intestinal obstruction was diagnosed. At 
operation an omental hernia was found with intestine 
being caught in the slit. The obstruction was relieved and 
a portion of the jejunum was resected. The pathological 
diagnosis was granulomatous enteritis. I studied the 
microscopic sections later myself, and found only granu- 
lomatous tissue on the peritoneum. 


Following operation he still of diarrh 
and of “gas” eliminated by belching and by flatus. Tha 
was weight loss of 27 pounds from February to 
tember, 1954. Barium meal roentgenography was § 
ported as showing exaggerated folds of the stom 
suggesting gastritis or lymphoma. There was also frm 
mentation of the small bowel pattern. It was my opinigg 
based on personal review of roentgenogram at a 
date, that at least one and probably two ulcers of 
jejunum were also demonstrated. 


The fainily history was chiefly noncontributory exe 
that the mother of the patient died of carcinoma of 
right ovary. In childhood the patient had measles, mumpi 
German measles, influenza and pneumonia. Later 9 
had several sinus operations. For much of his life 
drank quite heavily, but not lately. He smoked one pad 
age of cigarettes daily. He also stated that he was 
weak and tired. 


On physical examination no abnormality was fo 
There was no tenderness over the abdomen. The blog 
pressure was 135/80 mm. of mercury. The urobilinoge 
content of the urine was increased and the indican 
tion was positive. Because of the constant diarrhea, 
examined a stool specimen after Schmidt's test. diet. 
stooi had a curious gray, fatty, shiny look. It did not com 
tain muscle fibers or Lugol positive material, but th 
fat was distinctly increased. Therefore, I thought chie 
of a nontropical sprue, especially in view of the small 
intestinal pattern seen by x-ray, but decided to do 
gastroscopic examination in order to clarify the unusiuil 
roentgen appearance of the stomach. The gastroscopit 
protocol was as follows: 


“After the easy introduction of the gastroscope thet 
was a constant spasm present. At the same time extrem 
ly severe changes were observed and it was not clei 
whether the changes seen corresponded with a true lesigg 
or were due to the spastic condition of the stomadi 
Therefore, it was decided to withdraw the gastroscope 
and to do the examination under general anesthesié 
Under general anesthesia with pentothal sodium the ga 
troscope was readily introduced into the lowest depth 
The angulus and the antrum were now clearly see 
The antrum was normal. Above the antrum extraordi 
ly severe changes were seen throughout the sto 
with the exception of the upper portion of the pos 
rior wall and of the greater curvature. These change 
consisted of very large edematous folds which te 
showed some nodulation and in many places hemorr! 
within the swollen mucosa. The folds, though the 
diameter was at least four to five times that of an ordina 
fold, did appear to be stiff. There were no polypol 
nodes such as are usually seen in lymphoblastoma. Tht 
tortuous edematous folds were seen in places wheft 
usually no folds are observed at all, especially on th 
lesser curvature above the angulus and on the uppé@ 
anterior wall also.” 


The gastroscopic impression was ‘Enormous edemato 
swelling with formation of giant folds throughout th 
body of the stomach. This looks to me like an ous 
form of gastritis. However, an atypical form of lymph 
blastoma cannot be excluded with certainty.” 


The next day I tried to take a suction biopsy. \ 
succeeded in obtaining only a small amount of tissu 
which chiefly showed normal gastric glands. (This shows 
again how insufficient suction biopsies or any kind @ 
biopsy may be for the solution of important question } 
It was decided then to treat the patient as a @® 
of nontropical sprue with accompanying severe gastritifl 


At this time the patient moved to Santa Barbara ai 
was treated at the Santa Barbara a Homie a 
H. B. Freidell). He had acute attac 
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pain, nausea and vomiting. In February, 1955, he received 
cortisone and ACTH and after this his diarrhea subsided. 
After the hormone treatment was stopped the diarrhea 
was apparently fairly well contgolled by a sprue-type 
of diet. A great number of laboratory tests was done. 
The gastric acidity after histamine stimulation was 106 
dinical units of free acid and 117 clinical units of total 
acid. Although the patient never had attacks of hy- 
poglycemia, the result of the glucose tolerance test was 
interesting. The fasting blood sugar was 88 mg. % and 
the values at 1, 2, 3, and 4 hour intervals were 144, 77, 
53, and 77 mg. %, respectively. X-ray examination 
again revealed coarse gastric rugae, a coarse mucosal 
pattern in the duodenal bulb and a small intestinal pat- 
tern suggestive of deficiency. Against the diagnosis of 
sprue was the fact that in one hour the head of the 
barium column had reached the cecum. 


In the beginning of 1955 he again received a short 
course of ACTH treatment. He also was given vitamins, 
folic acid, B12 and digestive enzymes, together with 
a diet for sprue. However, he still had two to three 
light brown stools daily. 


On January 26, 1956, the patient was rehospitalized 
because of severe colicky peri-umbilical pain. Prior to 
the onset of the pain there was a dietary indiscretion. 
No cortisone or ACTH had been used for the last nine 
months. Many laboratory tests were done. They re- 
vealed a white count of 16,800 cells per cu. mm. of 
blood. The serum lipase was 1.4 units and the serum 
amylase 50 Somogyi units. On January 30, 1956, an 
exploratory laparotomy was performed. No perforation 
was present, but an obstruction of the jejunum by 
kinking adhesions was found and a gastrojejunostomy 
was performed. A small necrotic cavity in the superior 
portion of the mesenteric radix subjacent to the pancreas 
and numerous small serosal granules of the small intestine 
were biopsied. On February 28, 1956, there was sudden 
onset of severe abdominal pain radiating into the back 
and accompanied by nausea. The patient rapidly devel- 
oped signs of a ruptured viscus. Aspirated abdominal 
fluid had an amylase value of 8,000 Somogyi units. 

At autopsy multiple chronic ulcerations of the je- 
junum proximal to the gastrojejunostomy were found. 
There also were a perforated jejunal ulcer, severe peri- 
tonitis, massive pulmonary edema and giant hyper- 
throphy of gastric rugae with an unusual rugal pattern 
of the duodenum. No pancreatic tumor was found. This 
study was done with particular care because the multiple 
jejunal ulcerations suggested islet cell tumor. Although 
the pancreas did not contain such a tumor, one of the 
adjacent lymph nodes contained an infiltrating islet cell 
tumor measuring 8 x 5 mm. in cross section. The micro- 
scopic section of the stomach and of the duodenum 


revealed enormous hyperplasia of the gastric and duodenal 


mucosa but there was no evidence of inflammatory 
changes. 

The observation of this case was much more thorough 
than would appear from this report. The chief point 
is that the patient had a primary islet cell carcinoma 
with multiple ulcerations of the jejunum. A new ob- 
servation was the presence of enormous. hyperplasia of 
the gastric and duodenal mucosa. It would seem 
unreasonable not to assume some connection between 
the latter and the islet cell tumor. The view of the 
pathologist that the hypersecretion was responsible for 

hyperplasia of the gastric and duodenal mucosa does 
not appear to me tenable because we often see extreme 
degrees of hypersecretion, especially in patients with 
duodenal ulcer, without hyperplasia of the mucosa. 
However, it seems to me that the conclusion must be 
drawn that in cases of giant rugae of the stomach we 
Must consider the possibility of islet cell carcinoma. 


Leiomyoma of the Stomach 
A. E. DAGRADI, M.D. 


J. M., a 52 year old white male, was admitted to 
the Long Beach Veterans Administration Hospital on 
August 27, 1953, for clinical study with a note from 
his private physician that he had been seen several times 
because of “regurgitation of food, dysphagia, substernal 
burning and high ‘epigastric distress during and after 
meals. X-rays had shown a duodenal ulcer and the 
patient had been placed on ulcer regimen with no 
benefit.” The patient stated that he had suffered symp- 
toms of peptic ulcer, manifested by epigastric pain and 
distress and relieved by food and antacids for the past 
30 years. He had undergone two exploratory laparot- 
omies: in 1925 with the discovery of ‘stomach ulcers” 
and in 1934 at which time cholecystectomy was per- 
formed. During the 2 years prior to admission his com- 
plaints changed to postprandial sub-xyphoid burning, not 
relieved by antacids. For the past 6 months the pain 
had become progressively more severe, and for the past 
2 months he had been able to eat only soft foods. 
Periodic dysphagia and emesis occurred and was ag- 
gravated by emotional stress and environmental tension. 
There had been no weight loss. The patient had been 
given Banthine and belladonna by his local physician 
with no relief. The pain was not affected by position 
but characteristically increased after eating until the 
patient induced emesis or until “spasm of the esophagus’’ 
was spontaneously relieved. Icterus, melena, and hema- 
temesis had not occurred. The past medical history was 
otherwise negative. 

Physical examination was negative except for mild 
epigastric tenderness and the presence of frequent prema- 
ture ventricular beats. 

Laboratory studies were essentially negative. Gastric 
analysis revealed a maximum pH of 2.6 following his- 
tamine stimulation. 


Roentgenographic examination of the chest was nega- 
tive. Upper gastro-intestinal x-ray study on August 28, 
1953, showed the esophagus and stomach to be normal. 
There was a suggestion of an ulcer niche on the lesser 
curvature aspect of the duodenal bulb. The stomach was 
empty at 3 hours. Another mouth meal. study of the 
stomach and duodenum on September 14, 1953, again 
showed only a small ulcer in the duodenal bulb. An 
esophagram on September 21, 1953, was negative. Special 
double contrast (air-barium) study of the stomach on 
September 25, 1953, disclosed a questionable rounded 
filling defect in the gastric cardia. 


Esophagoscopy was performed on September 8, 1953, 
using the Schindler esophagoscope. This was easily 
introduced and was advanced to the 4.2 cm. level under 
direct observation. The mucous membrane of the esopha- 
gus was normal in all respects to this level. The cardiac 
portion of the stomach was not entered. 


Gastroscopy was carried out on September 24, 1953. 
The gastroscope was easily introduced initially but full 
introduction of the instrument beyond the upper stomach 
could not be effected. On looking through the instrument 
the rubber finger-tip was seen. The cardia oozed blood 
almost constantly and the instrument had to be cleaned 
of blood by wiping the objective on the posterior wall 
of the upper stomach. After protracted efforts, the upper 
posterior wall of the stomach was well visualized and 
appeared abnormal. The area extending from about 1 
to 5 cm. below the cardia was covered with high, round, 
irregular nodes which looked stiff. No true tumor 
formation was seen. The impression gained was that 
the nodular infiltration most likely represented hyper- 
trophic gastritis, but other lesions such as lymphoblastoma 
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could not be excluded. Exploratory laparotomy with 
biopsy of the stomach wall 2 cm. below the cardia on 
the posterior aspect was recommended. 

Operation was performed on October 2, 1953. A firm, 
1 by 3 cm. submucous mass, bullet-shaped in outline, 
was palpated in the fundus of the stomach close to the 
hiatus. The mass protruded into the opening of the 
esophagus. Prior to excision of the mass, the surgeon's 
finger was inserted through the hiatus with considerable 
difficulty. The mass was shelled out and after this 
was done the surgeon could enter his finger into the 
hiatus with ease. A chronic, healing duodenal ulcer 
was found on the anterior wall of the duodenum. 

The specimen consisted of a 2.2 by 1.4 cm. piece of 
greyish-white fibrous tissue. Microscopic examination 
demonstrated the presence of interlacing bundles of well- 
differentiated smooth muscle tissue. The tissue was well 
limited by a thin capsule of condensed fibrous tissue. 
The impression was that of leiomyoma of the stomach. 


Foreign 


REPORT FROM BERLIN 


There are three active gastroscopists in the Western 
sectors of Berlin these days. Two of them, Drs. Schlegel 
and Maring, work in the district hospitals of Tempelhof 
and Neukoelln, respectively, and 
the third, Dr. Heinz Pickert, is 
the head physician of the Second 
Medical Clinic and the Policlinic 
of the Free University of Berlin. 
Neither the American, the British, 
nor the French army _ hospital 
complement in Berlin includes a 
gastroscopist at the moment. It 
is known from periodic quardi- 
partite professional consultations 
concerning the five remaining 
war-crimes prisoners at Spandau 
Prison that the Russian Army has 
no gastroscopist in Germany. It 
is not known whether there are 
German gastroscopists in the East- 
ern sector. Parenthetically, it might be noted that the 
Russian army doctors in Berlin have proved to be ultra- 
conservative in their approach to the medical problems 
which have arisen from time to time at Spandau, and 
even a sorely-needed liver biopsy had to be delayed two 
months until the Russian member of the medical team 
would agree to it. 

Dr. Heinz Pickert, through his writings, is the Berlin 
gastroscopist best known to American doctors. He is 
co-author with Katsch of the monograph on stomach di- 
eases in the encyclopedic “Handbuch der Inneren Med- 
izin,” and has written extensively on ulcer, ascites, and 
many other gastroenterologic subjects. A man 40 years of 
age, he took his gastroenterologic training with Prof. G. 


Dr. Heinz Pickert 


SUMMARY 


A 52-year old white male with a 30 year history 
peptic ulcer symptoms developed other symptoms sq 
gestive of a lesion at the cardio-esophageal junction 
months prior to hospitalization. Two upper gas 
intestinal x-ray series, an esophagram and esophagascoy 
were all negative. Double contrast radiographic stug 
of the stomach disclosed a questionable rounded filli 
defect in the cardiac region. Gastroscopy demonstralq 
an abnormality in the upper posterior wall of the sto 


the exact nature of which could not be ascertained, @ 
exploratory surgery was recommended. Laparotomy rg 
sulted in the discovery and removal of a leiomyomi tetr 
located in the gastric fundus close to the hiatus, 9 0 
chronic healing duodenal ulcer was also found. Ti ,,, 
patient obtained immediate relief from his symptoms aft oe 
operation and has been asymptomatic during observatigg 30 
for the past four years. pol 
had 
gas 
ma 
ing 
seri 
(9 
Letters | 
anc 
atr 
Katsch at the University of Greifswald. At the presi a. 
time he is very active gastroscopically at the Stae 5 
Krankenhaus Westend and at the Free University's Poli 
clinic. He prefers the Wolf-Schindler instrument for fi aii 
routine work. of 
Of Dr. Pickert’s many contributions, the one ga 
most interest for our Society concerns his work 
gastroscopic photography (Deutsches med. J., Al 
493, 1956; Am. J. Digest. Dis., in press). He 1 
published color photographs which surpass by far # 
quality those of any of the many other gastrophotogmm Al 
phers. His equipment and technic, however, do not diff 7; 
materially from those employed by others. He uses 
flexi-rigid gastroscope made by Berlin's Sass, Wolf & 
Co., a familiar style of instrument which, after havimm Ri 
been passed in the flexible state, is straightened am 
made rigid by the insertion of a rather simple optigll 4) 
telescope. The lamp is a special one which can wi fo 
stand high voltage at the moment the picture is ey 
The camera, which is simply clamped over the gastt®® 4 
scope’s ocular, is the “Robot” (Berning & Co.). HR m 


uses 24 x 24 mm. color film. The system is such 
from 1/5 to 4 second is required for the exposure. 7 
It is important to know that in the truly frightenil 
enigma of intrigue, power politics and plain po 
which Berlin represents today, there exists the mall 
cordial professional relationship between the army doctoml 
of each of the three Western powers and the Ger 
civilian doctors. The benefits are as expected for 
concerned. Although the Russian army doctors 
regularly invited to professional conferences at OmM P 
Berlin army hospital, they do not come, due in patty 
certainly, to the insuperable language problem. 


Eddy D. Palmer, Lt. Col. M.C., U. 
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Abstracts of Current Literature 


AUTHOR: Meadows, J. C., Lefeber, E. J. 


TITLE: Gastroscopy: A 14 year survey of over 1,000 
consecutive examinations. 


REFERENCE: Annals Int. Med. 42: 69 (January) 1955. 


ABSTRACT: 1064 gastroscopies are reviewed. The age 
group varied from 16-84 with 48% of cases belonging 
to the 40-60 age group. In 137 cases no diagnosis could 
be made. The anesthesia used since 1950 was meperidine. 
Intravenous anesthesia with barbituate was used only 
in 7 cases. All patients had local anesthesia with 2% 
tetracaine. The incidence of 1154 gastroscopic studies 
was as follows: Normal 33%, chronic gastritis 34%, 
gastric carcinoma 6%, benign gastric ulcer 5%, post- 
operative stomachs 4%, gastric polyps 2%, miscellaneous 
3%, no diagnosis 13%. Gastric carcinomas, ulcers and 
polyps were seen more frequently in the group which 
had indefinite x-ray findings and G.I. bleeding. Chronic 
gastritis was the most frequent gastroscopic diagnosis 
made, particularly in the group with normal x-ray find- 
ings and duodenal ulcer. There was difficulty in this 
series to visualize marginal ulcers after gastroenterostomy 
(9 seen on x-ray, only one on gastroscopy). 

Gastric polyps were diagnosed in 27 gastroscopies 
and 20 of these had atrophic gastritis. Of 39 cases of 
atrophic gastritis 14 had gastric polyps. No gastric car- 
cinomas were found in cases of atrophic gastritis. Out 
of 8 patients with clinical diagnosis of hypothyroidism 
5 were diagnosed gastroscopically as having atrophic 
gastritis (one of the five patients was examined 6 times). 

X-ray and gastroscopic findings corroborated in 33% 
of gastric polyps and 45% with gastric ulcers and 
gastric carcinomas. 


ABSTRACTOR—Victor Willner, M. D. 


AUTHOR: Spencer, F. M. and Monroe, L. S. 


TITLE: Gastroscopic perforation of the distal esophagus: 
is air insufflation a factor? 


REFERENCE: Gastroenterology. 29: 889-97, Novem- 
ber 1955. 


ABSTRACT: A case of accidental gastroscopic per- 
foration of the distal esophagus is presented in which 
evidence indicates that air insufflation may have been 
a contributing factor. The authors suggest that a minor 
mucosal tear or abrasion may have been produced by 
the instrument and was converted into a free perfora- 
tion by pressure generated through air insufflation used 
in an attempt to facilitate passage of the gastroscope 
through the cardia into the stomach. The perforation 
Was recognized promptly and a thoracotomy was per- 
formed within seven hours following the attempted 
gastroscopic examination. The patient recovered unevent- 
fully. This represented the only gastroscopic accident 
encountered in a series of 500 consecutive examinations 
performed by the authors. 

There has been accumulated an impressive body of 
experimental and circumstantial evidence to implicate 
air sufflation as an important factor in the production of 
tupture of the distal esophagus with the conventional 
gastroscope. It is emphasized that when difficulty is 
encountered in passing the flexible gastroscope through 
the cardia, air insufflations may generate dangerous pres- 
sures within the esophageal lumen, and should be 
avoided altogether or used with extreme caution. 


ABSTRACTOR—Hugo C. Moeller, M. D. 


AUTHOR: Tesler, J. 


TITLE: Gastroscopic assistance in differential diagnosis 
of various types of gastritis which simulate malig- 
nant infiltration or tumor roentgenologically. 


REFERENCE: Am. J. Gastroenterology. 24: 613-30, 
December 1955. 


ABSTRACT: Twelve cases of gastritis are reported in 
detail to re-emphasize.the value of gastroscopic examina- 
tion in the evaluation of patients in whom a gastric 
lesion is suspected clinically. All patients had roent- 
genologic and gastroscopic examinations. Pictures of 
roentgenograms of eleven are included. 

Interpretation of the gastroscopic observations was of 
value in establishing the diagnosis in nine instances. 
Both gastroscopic and radiographic examinations failed 
to establish the diagnosis in three of the patients. In 
a total of eleven of the cases the radiographic diagnosis 
was not correct. Eight of the twelve patients were ex- 
plored surgically and the diagnosis was proved patho- 
logically. 

The gastroscopic and roentgenologic characteristics of 
antral, hypertrophic and giant hypertrophic gastritis are 
mentioned. The author emphasizes the value of gastro- 
scopic examination off patients whose roentgenograms 
have demonstrated a pre-pyloric lesion. The radiographic 
findings of hypertrophic or giant hypertrophic gastritis 
may simulate malignancy. Differentiation in some in- 
stances may also be troublesome gastroscopically. One 
case which was also erroneously diagnosed radio- 
graphicaly was diagnosed as a benign submucosal tumor 
at gastroscopy. 


ABSTRACTOR—Camen R. Paynter, M. D. 


AUTHOR: Schindler, R. 


TITLE: On the comparison between gastric suction biop- 
sies and gastroscopy. 


REFERENCE: Am. J. Digest. Dis. 22: 336-7, Decem- 
ber, 1955. 


ABSTRACT: The author reports a case of severe atrophic 
ulcerative gastritis in a 43-year old woman in whom 
the disease was most marked in the antrum of the 
stomach. Two suction biopsies, obtained by means of 
the Wood tube, revealed normal gastric glands and 
chronic superficial gastritis. A spontaneously eliminated 
piece of gastric mucosa was recovered from the Ewald 
tube and this revealed extensive destruction of glands 
with superficial ulceration and interstitial infiltration 
with round cells and plasma cells. This latter picture 
was compatible with the gastroscopic impression. Dr. 
Schindler apparently has noted this discrepancy on other 
occasions and he cautions against the acceptance of a 
diagnosis based upon suction biopsy in preference to 
the gastroscopic impression, especially since his previous 
studies of operative biopsies have revealed a far better 
agreement between histologic and gastroscopic picture. 
Ed. Note: It is to be e ed that small samples of 
the gastric mucosa may not detect a localized lesion when 
such specimens are obtained by a “blind” technique. 
The value of such sampling methods can only be 
evaluated if the gastroscopist is satisfied that the diseased 
area is truly sampled by the biopsy specimen. This is 
a difficult technical problem which requires a gastroscopic 
examination following the “blind” biopsy, or possibly 
the use of the Tomenius instrument which permits 
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gastroscopic visualization immediately following biopsy 
without withdrawal of the instrument. We agree with 
Dr. Schindler that at the present time “blind” biopsies 
should be interpreted with caution; however, further 
studies comparing histologic and gastroscopic appearance 
of the gastric mucosa are necessary if we are to interpret 
gastritis intelligently. 


ABSTRACTOR—Julius Wenger, M. D. 


AUTHOR: Smith, C. C., Tanner, N. C. 


TITLE: The Complications of Gastroscopy and Oesopha- 
goscopy. 
REFERENCE: p. 396-403, Brit. J. Surg. 43 (180) Jan. 
"56. 


ABSTRACT: The authors describe their experiences with 
7200 gastroscopies and 605 oesophagoscopies. Com- 
plications occurred only in 35 cases, out of which 29 
occurred in the upper oesophagus, 5 in the lower oesopha- 
gus and 1 case developed osteomyelitis of the lower jaw 
secondary to an abrasion of the left lower gum. The 
gastroscope used almost exclusively -was that of the 
Herman Taylor type. The most predisposed factors 
bringing on complications were cervical osteophytes, 
cervical osteoarthritis and atrophic gastritis. The inci- 
dence of complications were higher in the age group 
above 50. The authors cite Avery Jones who recommend 
the Schindler type of gastroscope instead of the Herman 
Taylor type for people over the age of 50, because the 
latter one having a longer rigid section and being of 
greater diameter predisposes more to oesophageal mucosal 
brasions. 


The injuries of the upper oesophagus were localized 
in the posterior wall of the cricoid region and were due 
to compression of section of the oesophageal wall against 
the cervical vertebrae by the rigid portion of the scope. 
The injuries varied from pressure necrosis developing 
slowly into perforation with retropharyngeal infection or 
mediastinitis and perforation from ‘the onset. The com- 
plications in the lower oesophagus were invariably as- 
sociated with pre-existing carcinoma and consisted of free 
perforation leading to fatal mediastinitis in almost all 
cases. The most frequent symptoms and signs of upper 
oesophageal complications were tenderness in the supra- 
clavicular fossae, soreness and tenderness at the cricoid 
level and supfasternal notch. The later signs were 
swelling of the neck associated with pain and x-ray of 
the neck showed broadening of the retrotrachael space 
with gas in the tissues of the neck. 


ABSTRACTOR—Victor Willner, M. D. 


AUTHOR: Benedict, Edward B. and Atkins, Leonard. 
TITLE: Gastritis: Its differential diagnosis and treatment. 


REFERENCE: Med. Clinics, N. America. 343-352, March 
1956. 


ABSTRACT: Acute superficial gastritis, hypertra 
gastritis and atrophic gastritis are studied through 
gastroscope. Other varieties of gastritis are seldom 

gastroscopically. In acute superficial gastritis, the mul 
membrane is red, edematous, with adherent secretif 
erosions, pigmented spots, sub-mucosal hemorrhages 
be present. Pathologically, there is infiltration of pa 
particularly in the superficial layers and occasionall 
the deeper layers. In atrophic gastritis, the mucous ml 
brane is pale, thin, gray and the arterioles are often 
through the mucous membrane. Pathologically, the 
progressive diminution of the epithelial elements, 
ticularly at the base of the glands. Metaplasia off 
intestinal type may appear. In chronic hypertr¢ 
gastritis, there are many verroucous elevations of 
mucous membrane giving it a cobblestone appea 
The rugae are segmented and the surface is dull. Palm 
logically, the picture is often normal and the gastros@iam 


‘appearance may indicate an unusual physiologic Sim 


Pain, the most common symptom of gastritis, occumml™ 
75% of the cases. Nausea, vomiting and weight§ 
may also occur. Gastroscopic appearance of the mu 
membrane is the most important diagnostic meth 
X-ray may be suggestive but is not diagnostic. Tim 
ment of gastritis consists mainly of an ulcer-like digi 


ABSTRACTOR—Robert A. McNaughton, M. D. 


AUTHOR: Smith, J. N. and Clifton, J. A. 

TITLE: Gastroscopy in the Aged. 

REFERENCE: p. 676-80. Gastroenterology. 30(4) 
"56. 


ABSTRACT: Gastroscopic examinations are often 
performed in the aged because of fear of complicatif— 
Since 1941, 4794 gastroscopic examinations have & 
performed at the University of Iowa, almost exclusill 
with the Cameron Omniangle Gastroscope. This palm 
reviews 259 examinations of 219 patients between 
and 90 years of age. Fifty-four examinations were 
formed on women and 205 on men. The reasons fom 
unsatisfactory examinations are given. The accurage 
of x-ray and gastroscopic observationim 
cited. 
Four gastroscopies were followed by complicati™ 
Three patients had a spiking fever on the day followal 
the procedure. Pyelonephritis was the probable causal 
one patient. No cause could be found in two | 
recovered uneventfully. The fourth patient, an 81 
old man with a benign gastric ulcer, died the day 
lowing an uneventful examination in 1942, prior tom 
biotics. An autopsy revealed a cellulitis of the medial 
num which yielded a pure culture of beta hemoly 
streptococci. No perforation was found. 
Gastroscopy in the aged is a valuable and relat 
safe procedure under the circumstances of this Stim 
Elderly patients often cooperate better than youn 
patients. 


ABSTRACTOR—C. R. Raynter, M. D. 


ove 


| 
at 
EA 
te 
a 
F 
q 
a 
a 
. 
= 


(4) 


often 
lave 
xclusi 
‘his 
tween | 
were 
ns for 
vationa 


plicatiey 
followll 
e cause 
two 

n 81 

e day 
or to 


1UCON 
tions 
S maj 
polys 
lly ig 
mem 


1 
ere 


Pate 
the 
ophig 
f the 
Tance, 
atho- 
COpic 
State, 
rs if 

loss 
cous 
thod, 
reat: 
jet. 


q BL 


Notices 


MEETING 


A full day's program is planned for the Annual Meet- 
ing to be held at the Shoreham Hotel, Saturday, May 
“i 24, 1958, just prior to the opening of the World Con- 

of Gastroenterology. Many outstanding speakers 

ji from abroad and from this country will present a variety 
of subjects dealing particularly with new developments 
_—_ the field of endoscopy. Among these are new develop- 
and biopsy. On the 

May 24th, the annual banquet will be held 

at mt the Shoreham Hotel at which time the Schindler 
Award will be presented to Dr. N. Henning of Germany. 

To ensure a room at the Shoreham Hotel in Washing- 
ton, a reservation should be made as soon as possible. 


WORLD CONGRESS OF GASTROENTEROLOGY 


Since the Central Committee of the World Congress 
of Gastroenterology has gone to great expense and effort 
in providing a forum which permits us to attract out- 
standing speakers from all over the world for our Annual 
Meeting, and since the Committee is in need of funds to 
support both the work that has been done and that re- 
mains to be done, it was the feeling of the Board of 
Governors that our Society should extend financial help 
to the extent of ope thousand dollars. It was felt that 
this should be done by voluntary contribution. A sug- 
_ arrangement was to add ten dollars to the annual 

leaving it to each member to decide whether or not 
to pay this. It should be emphasized that none of the 
foreign guests who will participate in our program will 
receive any subsidy whatever (except the Schindler 
Award which carries a stipend of one hundred re 


Please register for the World Congress with Dr. 
Marvin Pollard (University Hospital, Ann Arbor, Micke. 
gan) as early as possible. 


PROCEEDINGS OF ANNUAL MEETING 


Beast pproved an arrangement 
the proceedings of the _ oe Meeting shall be 
submitted to Gastroenterology for publication. It was 
also zecommended that the society purchase and distribute 
reprints of the published proceedings to the membership 
at large. The Bulletin will continue to be issued as in 
the past and contain aeten other than the scientific 
portion of the Annual Meeting. 


MEMBERSHIP 


It was the feeling of the Board of Governors that there 
afe many young men who are active in the field of endo- 


scopic examinations who have not been attracted to mem- 
bership in our society up to the present time. Each 
member is earnestly therefore, to investigate 
the possible eligibility of friends and colleagues and make 
every effort to invite those who are eligible to apply for 
membership. 


MEMBERSHIP CERTIFICATES 


According to the action taken at the last Annual Meet- 
ing, membership certificates have now been prepared and 
are ready for distribution at the cost of five dollars per 
certificate. Those wishing a certificate of membership 
should so indicate to the Secretary and should also note 
the year of joining the Society. 


AMENDMENTS TO BY-LAWS 
Notice is hereby given that the following amend- 
ments will be brought up for action at the Annual Meet- 
ing in May 1958. They are as follows: 

(1) Articic IV, paragraph 2 of the Articles of the 
Association shail be amended by inserting the sentence 
“The Chairman of the Admissions Committee shall be 
a member ex officio of the Governing Board” after the 
last sentence in the paragraph. 

(2) Article III, Section 2, be amended by the addi- 
tion of Section 2(a) which shall state, “The Board of 
Governors is authorized to confer honorary member- 
ship in The American Gastroscopic Society on any 
physician, scientist or lay person whom they consider 
worthy of this recognition because of outstanding con- 
tribution to the field of endoscopy or a related field.” 


New Members 
The following members were elected at the last meet- 
ing of the Society in May, 1957: 
Marshall Freedman, Denver 
John O. Gibbs, San Francisco 
Edmund A. Gorvett, Chicago 
Kenneth Johnson, Chicago 
Robert S. Nelson, Houston 


Joseph Stickley, Chattanooga 
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